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INITIAL COMMENTS

This visit was for the investigation of one
State hospital complaint.

Complaint #: IN00180224
Unsubstantiated; lack of sufficient evidence.
Deficiency unrelated to the allegations is cited.

Date of Survey: 9/15/15 and 9/16/15

Facility Number: 011437

QA: cjl 09/21/15

410 IAC 15-1.5-6 NURSING SERVICE
410 IAC 15-1.5-6 (b)(3)

(b) The nursing service shall have the
following:

(3) Aregistered nurse shall supervise
and evaluate the care planned for and
provided to each patient.

This RULE is not met as evidenced by:

Based on document review and interview, the
nurse executive failed to ensure that nursing
followed wound care orders for 1 of 5 wound care
patients (Pt. #1).

Findings:
1. Review of the medical record for patient #1,
admitted on 6/24/15, indicated:

a. Awound care consult on 6/25/15 at 11:49 AM
had documentation that the "Plan" was for "left
lateral foot painted with betadine, left open to air.
Will order daily...".

b. Notations in the medical record on 6/26/15
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and 6/28/15 lacked any documentation by nursing
staff that betadine was applied to the left lateral
foot, as ordered by wound care staff.

2. At 8:35 AM on 9/16/15, interview with staff
member #50, the quality resources and risk
manager, indicated that after thorough review of
the medical record for patient #1, there is no
documentation of wound care to the left lateral
foot for the dates of 6/26/15 and 6/28/15, as
ordered by the wound care nurse.
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